202 


PHILADELPHIA NEUROLOGICAL SOCIETY 


sive movement is not always recognized, especially is this true of the 
fingers. There is loss of stereognostic conception in the left hand. 

The general features of the case are those of a growth, probably 
of specific origin, located in the parieto-occipital region of the right 
brain. His previous improvement under treatment and his present bet¬ 
terment under mercury and iodides both suggest the syphilitic nature 
of the lesion. 

ASTEREOGNOSIS WITHOUT MOTOR OR SENSORY INVOLVE¬ 
MENT. 

By Dr. T. H. Weisenburg. 

The patient said he was under the care of Dr. R. S. Dorsett, of Phila¬ 
delphia, with whom he was seen in consultation by Dr. Weisenburg, and 
subsequently by Dr. Mills. 

The man was thirty-two years old. with no history either of alco¬ 
holism or syphilis, was perfectly well until three weeks before coming 
under observation, when he awoke during the night with a pain in the 
left side of the back of the head and in the same side of the neck, this 
pain disappearing the following morning. Two days after this, he be¬ 
gan to complain of a numb, dead feeling in his left arm, followed in a 
day by similar sensations over the left chest and abdomen and the left 
leg. These sensations have persisted. About two weeks after the onset 
of these sensations he noticed that the grip in his left hand was not 
as good as before when his attention and eyes were directed elsewhere 
than to the object grasped. He has never had headache, nausea, vomit¬ 
ing or any disturbance in his eyes. 

When examined his eyes and cranial nerves were found to be in a 
normal condition. The grip of the left hand, when his attention was 
called away, was not as good as when he was looking directly at his 
hand, in which case it was normal. The left leg, like the face and arm 
showed no weakness. The reflexes were somewhat prompt, especially on 
the left side, but no Babinski was present. Sensation for touch, pain and 
temperature, and tone sensation were normal over the left side and 
everywhere. The senses of position and movement were lost or greatly 
impaired in the fingers of the left hand, the loss becoming less as the 
thumb and forefinger were approached. To a less extent the sense 
of location was disturbed, more so, as the radial side of the hand 
was approached. The sense of pressure was normal. He could not rec¬ 
ognize any object placed in or manipulated by his left hand, the as- 
tereognosis being absolute. The hardness or softness of an object, or 
its surface contour could, however, be recognized, but only by the 
tips of his forefinger and thumb, especially the latter. 

The patient was placed upon daily mercurial inunctions with in¬ 
creasing doses of iodides. He seemed to improve almost immediately 
and in the course of six weeks all of the symptoms above detailed dis¬ 
appeared. The numbness of which the patient first complained disap¬ 
peared first, and as the patient improved he was first able to recognize 
objects placed between the thumb and forefinger, and later on in the 
other fingers. At the present time, several months after the patient 
was put upon treatment, no neurological symptoms of any sort can 
be found. 

Dr. Mills said that with regard to the case presented by 
Dr. Weisenburg, which came under his observation, this man was 
carefully studied by him. He had taken him into the lecture room and 
demonstrated the facts spoken of by Dr. Weisenburg, namely, the 
presence of astereognosis and the absence of motor paralysis and of 
all sensory symptoms. He said that he had studied the patient on sev¬ 
eral occasions and the condition remains the same, with the exception 
that the astereognosis gradually receded until he now is practically nor¬ 
mal. He thought the case important from the standpoint which Dr. 
Weisenburg referred to, that which he had personally held and taught, 
namely, that there were separate cortical centers for movements for 
cutaneous and muscular sensibility and for stereognostic conception. 
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With regard to the first case, that presented by Dr. McConnell, 
Dr. Mills stated that he had also lectured on this man at his clinic 
at the Philadelphia General Hospital, having previously studied him in 
the nervous wards. The man's symptoms when first seen by him were 
much as they are now, with one possible slight exception. He believed 
that the patient at first had some slight retention of tactile sense. He 
now has loss of tactile and pain sense, not equally in the entire ex¬ 
tremity, but with receding intensity as you pass from the distal to the 
proximal portion of the limbs. The reverse, as is well known is fre¬ 
quently seen in hysterical cases. He has no motor paralysis. (This 
Dr. Mills showed in examining him before the Society). If you elimi¬ 
nate the awkwardness which results from impairment of sensation, the 
muscular sense and stereognosis there is slight if any true motor 
weakness. The absence of motor paralysis is interesting in connection 
with the fact that he has had typical Jacksonian spasms. He has lateral 
homonymous hemianopsia. Dr. Mills thought it might be a case of 
tumor of the parieto-temporo-occipital region. It might, however, be 
a case of arterio-sclerosis with gradual necrosis of brain tissue. He 
did not believe that the case could be explained as one of hysteria, pos¬ 
sibly the patient had some hysterical epiphenomena. Hemianopsia in 
Dr. Mills experience is extremely rare, if it ever occurred, in hysteria. 

Dr. F. X. Dercunt asked whether the sense of position of the 
fingers had been tested. Astereognosis is made up of a great number 
of factors—not only cutaneous impressions, but also muscle sense im¬ 
pressions and impressions received from the joints. As Dr. Mills says, 
there may be entire loss of the tactile sense, and notwithstanding preser¬ 
vation of the stereognostic sense. 

Dr. C. W. Burr thought it very difficult to determine in Dr. Mc¬ 
Connell’s case whether the inability to distinguish objects by handling 
them as due to astereognosis or anesthesia. Thoug'h a man may be 
able to recognize objects in the presence of slight tactile anesthesia, yet 
if there be complete anesthesia to touch and deep pressure, he would 
be unable to tell what he had in his hand. Dr. Burr also thought 
that a distinction should be made between the inability to recognize 
objects because of the loss of sensibility, whether it be of space sense, 
the sense of the position of the hand itself or any other sensory dis¬ 
turbance, and inability on account of loss of memory of tactile sensa¬ 
tions. This last condition, tactile amnesia, is comparable to word-deaf¬ 
ness and mind-blindness. 

Dr. Mills thought with regard to the relations between stereognostic 
conception, sensation and movement, he believed that the first was an 
independent function, although there is a sensory pseudo-astereognosis 
and a motor pseudo-astereognosis. It is possible for a patient to have 
entire loss of cutaneous sensibility (for touch, pain and temperature), 
and yet retain stereognostic power; in other words, to retain the 
ability to recognize objects by manipulation. This had been demon¬ 
strated by himself and others in a well known case at the Philadelphia 
General Hospital. 

Dr. McConnell, in closing, said that he had brought his patient. 
before the society more particularly for diagnosis. Upon the question 
as to whether or not the case was originally thrombosis or arterio¬ 
sclerosis, these were matters on which he wanted the opinion of the 
society. The man had an attack seven years ago. and he states that he 
had loss of power following that attack. Whether what he took for 
loss of power was ataxia or peculiar sensory disturbances, which he 
now has, is the question which comes to Dr. McConnell’s mind. The 
fact that he has improved must be given due weight. He says he was 
under treatment for a long time previous to coming into the hospital. 
Perhaps the treatment was the same as he is now obtaining. Since his 
last Jacksonian attack he has distinctly improved. He is still on mer¬ 
cury and iodides. 

Dr. Weisenburg thought all agreed that a man may have astereog- 
uosis without sensory or motor involvement. In regard to Dr. Der- 
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cum's query as to sense of position: the patient had presented involve¬ 
ment of sense of position, but less of the sense of localization. The 
question arises whether one can have a case of pure astereognosis with¬ 
out involvement of the senses of position, pressure, movement, and 
localization. The fact that in this case there was involvement of all 
of these senses seems to show that in astereognosis there is involve¬ 
ment of the senses of position, movement, pressure and less so of 
localization. 

FACIAL DIPLEGIA ASSOCIATED WITH LABIO-GLOSSO- 
LARYNGEAL PARALYSIS. 

By Dr. Alfred Gordon. 

The patient was exhibited, and Dr. Gordon stated that she had 
bulbar palsy and presented some unusual features. In addition to the 
involvement of the muscles of the power part of the face there was 
complete paralysis of the muscles of the upper part and of the fore¬ 
head with RD in the latter. The orbicularis palpebrarum, also the 
external recti muscles were equally affected. This points to a probable 
association of the nucleus of the upper facial nerve (which as is well 
known is separate from the nucleus of the lower) with that of the 
bth. Another interesting feature of the case is the total motor aphasia, 
which is quite unusual for the classical bulbar palsy where dysarthria 
or anarthria are only present. Finally, the patient presents a total 
suppression of salivary functions: her mouth is unusually dry. The 
most important point about the case is the involvement of both superior 
facial nerves, as such an occurrence in association with the typical 
bulbar palsy has been reported only in family bulbar palsy of children. 

Dr. Spiller said he had seen several cases of palsy following diph¬ 
theria. He had never seen a case of bulbar palsy occurring in an adult 
with paralysis of the upper part of the face. Cases of muscular 
dystrophy involving the muscles innervated from the medulla oblongata 
and pons and cases of multiple cranial neuritis causing bulbar symp¬ 
toms have been observed. This patient presented by Dr. Gordon has 
the ability to lower her eyelids when she looks downward, but she 
cannot close her lids when she tries to do so voluntarily. 

Dr. Spiller thought the hypesthesia of the face and reaction of de¬ 
generation a strong evidence of multiple neuritis. Another point of 
importance was in regard to vision. The woman talked like a person 
with bulbar palsy, and not like one with aphasia. He regarded the case 
as one of multiple neuritis of cranial nerves. 

Dr. McCarthy stated that two months ago he saw a case five weeks 
after an attack of diphtheria. The symptom group of cranial ne.rve in¬ 
volvement was rather irregular, the first symptoms were those follow¬ 
ing usually an attack of diphtheria with paralysis of the soft palate, 
with regurgitation of fluids through the nose, and followed after sev¬ 
eral weeks by a paralysis of the 7th on one side and later both sixth 
nerves, and later by involvement of the third nerve, and then paralysis 
of the ninth and tenth with disturbance of the diaphragm and very 
shallow respirations. The patient, however, finally recovered, but it 
seemed to Dr. McCarthy that there was some latent or post-intoxication 
indirectly connected with the previous attack of diphtheria. He thinks 
the case Dr. Gordon presented would correspond in a way to the case 
just narrated—some time after an attack of diphtheria or throat infec¬ 
tion there has been involvement of the cranial nerves, multiple and 
more or less bilateral. 

Dr. Gordon, in closing, stated that the “yes” that she says is very 
indistinct and the “no” is absolutely indistinct. As to the lesion in 
this case, he does not think it is of a cortical nature. He believes it is 
a case of polioencephalitis; the nuclei involved are those of 6th, 7th, 
9th, 10th and 12th nerves. 



